MISSOURI DIVISION OF HEALTH ~ STANDARD CERTIFICATE OF DEATH

DEPARTMENT OF PUBLIC MEALTH AND WELF LQQB 61 )
DO NOT WRITE AMENDED ) ~-——Frimary Regieration Datrict ! : '

ON THIS STUB
2. USUAL RESIDENCE (where_deceaud livad.
. a. STATE b. COQUNTY
Mo,
b. CO"I.IY {If outside corporate limits, give TOWNSHIP only) length of stay in 1b .e. CITY

OR
TowNn  S5t, Louls TOWN Louis
c. FULL NAME' OF (If NOT .in hospital, give location) d. STREET -

- {If cutvide, give location}
HOSPITAL ADDRESS A
NSTTUTION D, Paul. Hospt. 250l N. 10th St,

. NAME OF DECEASED First

! Middie Last 4. DATE Month Cay Yeor
{Type or print}

H63-025842

STATE FILE NUMBER

Residence before
admisiion)
Inside Limits

Yes [ Mo O

| PMeside on Farm

Yas [0 No (O

. PLACE OF DEATH If institution:

Vs 300 & COUNTY

Rev. 4/59

St.

Imside Limits
Yas [0 Neo [

L

" WATE AMENDED

Euer

Anthony Je

- 6/9/63

5. SEX 6. COLOR OR RACE

M. W

Widowed [

7. Married [1  Never Married @k
Divosced [

‘9. AGE {last birthday) | (F UNDER ) YEAR

5 7 Months Days

IF UNDER 24 HR|
Hours Min.

8. DATE OF BIRTH

11/10/05

R s

10b. KIND OF BUSINESS OR INDUSTRY| 1.

Nixdorff-KreinNfg,

13b. MOTHER'S MAIDEN NAME

( unk)

14 SACHAL SEFUIDITY K. 17

BIRTHPLACE (City and state or country) | 12 CITIZEN OF WHAT COUNTRY

St. Louis Mo, U.S

14, NAME CF HUSBAND OR WIFE

None
Address

10a. USUAL CCCUPATION (Give kind of work done

dursngfwm of wo l?é%‘ even 1f retired)

13a. FATHER'S NAME

‘Anthony Euer :
15. WAS DECEASED EVER IN'U.S. ARMED FORCES?
[Yes, noNor unknown) | (If yes,; give war. or: dates of .34 3
L. . e a i g O '« : r _::
18. CAUSE Of DEATH (Enter only one cause per line al, bl and [cl. INTERVAL BETWEEN

PART. I. DEATH WAS CAUSED BY: ‘ ONSET AND DEATH
mmepiaTe cavse ) carcinoma of mouth 10-8~62

| | W

w |~
]

. INFORMANT

O

DOCUMENT

14 % A

Conditions, if any,
which gave rise to
sbove cause [a},
stating the under-
fying couse last, DUE 10 {<)

PART [l. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal PART. Ili. If deceased was famale wa
diseass condition given in PART { {a) there a pregnancy in last 90 days.

ne : ﬁ:l Yes O Ne 3 Unknown
HOMﬁ:lDE 20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury in PART | or PART I} of item 18.)

DUE TO (k)

19, WAS AUTOPSY

/-zo.. ACCIDENT _ SUICIDE
PERFORMED? Q. O
" YES. [0 NC

‘

20c. TIME OF Henl Month, Day, Year !
© INJURY am.

_ pm.

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

_)
20d. INJURY QCCURRED

WHILE AT-WORK [
T NOT WHILE AT WORK.D

MEDICAL CERTIFICATION

20e. PLACE OF INJURY (a.g., in or aboui homa, COUNTY

farm, factory, street, office bidg., efc.) .

20f. CITY, TOWN, OR LOCATION

I0=-=-8-62

d fram to

b-s -b3 and Ins? saw mnllv. an. 6-9-63

m on the dat‘ stated above, and fo the best of my knowledge, from the causes stated.

OLtedinito 161878, Louis 641163

{State)

2. 1 ded the d

Death occurred _at.

USE BLACK INK
OR
TYPEWRITER RIBBON

SHOULD READ

-MNAME OF CEMETERY OR CREMATORY
Friee On WO .

=N RT | Bl Zth 71 2.

23d. LOCATION (City, town, or county)

23a. BURIAL, CR
REMOVAL

Buria
24. FUNERAL DIRECTOR ADDRESS

Robert D. Kinealy 2228 St.Loulsave,

ION,
Specify)

BY AFFIDAVIT OF

ITEM NO.
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r‘--ll-'
‘_“ RE ca -

. STATEMENT BY“LICENSED EMBALMER ' -

[ hereby certify that the body whose name ‘is recorded on the 'reve}se sgde of this certificate was embalmed by me,
“S_t‘u‘dent Embalmer No. -

or by

-working under my personal supervision.

Student.
Signature of Student Embalmer - . . : RN gm .
| Bmbalmer No. ¢ g9

Licensed
P. 0 Address fW 9"2 }70

.Note: .The above MUST BE SIGNED BY THE LICENSED EMBALMER in }us OWN HANDWRITING (Failure to comply

- . . l.'- _...-—--;i

- R

Y
" -

S

~
S SN .

with the above constitutes grounds for revocation of license).
If embalmed by a STUDENT; he also.shall sugn in his OWN handwmmg &
- . 'f ":‘ .7 R .'";‘

If this body is not emba!med fact should be” so stated above




